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Background: Aggressive situations occurring within mental health services can harm 
service users, staff, and the therapeutic environment. There is a consensus that the aggression 
phenomenon is multidimensional, but the picture is still unclear concerning the complex interplay 
of causal variables and their respective impact. To date, only a small number of empirical studies 
include users’ views of relevant factors. The main objective of this review is to identify and 
synthesize evidence relating to service users’ experiences and views of aggressive situations 
in mental health settings.
Methods: We included qualitative studies of any design reporting on service users’ own 
experiences of conditions contributing to aggressive situations in mental health care and 
their views on preventative strategies. Eligible articles were identified through an electronic 
database search (PsycINFO, PubMed, Ovid Nursing Database, Embase, and CINAHL), hand 
search, and cross-referencing. Extracted data were combined and interpreted using aspects of 
thematic synthesis.
Results: We reviewed 5,566 records and included 13 studies (ten qualitative and three mixed 
methods). Service users recognized that both their own mental state and negative aspects of the 
treatment environment affected the development of aggressive situations. Themes were derived 
from experiential knowledge and included calls to be involved in questions regarding how to 
define aggression and relevant triggers, and how to prevent aggressive encounters effectively. 
The findings suggest that incidents are triggered when users experience staff behavior as custodial 
rather than caring and when they feel ignored.
Conclusion: The findings highlight the importance of staffs’ knowledge and skills in communication 
for developing relationships based on sensitivity, respect, and collaboration with service users in 
order to prevent aggressive situations. An important factor is a treatment environment with 
opportunities for meaningful activities and a preponderance of trained staff who work continuously 
on the development of conditions and skills for collaborative interaction with users.
Keywords: aggression, violence, service user experiences, inpatient, mental health, user 
involvement
Background
There has been an extensive research effort focused on aggressive situations within 
mental health services over the last 20–30 years. The great interest in the topic is 
probably linked to the fact that the consequences for those involved are significant. 
Aggressive and violent episodes can harm users and staff, damage the relationship and 
alliance between users and staff, and constitute a threat to the therapeutic environment 
on the wards.1,2 Aggressive situations can be understood as an action with intent to harm 
somebody, either in the absence or presence of a perceived threat, as in self-defense. 
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The majority of studies in this area have focused on etiol-
ogy and individualized explanations of aggression,3,4 how 
aggression is manifested, the characteristics of perpetrators, 
the injuries sustained, and the management of aggression.5 
The most frequent focus has been on examining mentally ill 
people as perpetrators of violence and on staff safety issues.6–9 
However, violence and aggressive behavior in any setting is 
a complex phenomenon with a variety of triggering factors, 
behaviors, and consequences beyond the individual perpe-
trator. A number of theories have been developed to explain 
the causes of the problem in mental health settings. Nijman’s 
model includes an interaction between ward variables and 
staff variables leading to the emergence of an aggressive inci-
dent.10,11 Others have examined variations in how individual 
staff emphasize different domains when explaining violence, 
using internal, external, and situational/relational models.6 
Existing models of patient aggression in inpatient settings 
are tentative according to Winstanley12 and lack both firm 
theoretical foundations and empirical support. Furthermore, 
no models are currently available which explain aggres-
sive incidents from the patient’s perspective. Nevertheless, 
a recent review13 of the limited evidence that is available 
concluded that there seems to be a disagreement between 
patients and staff concerning the predictors of aggressive 
episodes. Patients tend to emphasize to a greater extent the 
significance of environmental conditions and poor com-
munication, while staff tends to rely on internal variables 
like the patient’s illness as the main reason. Theoretically, 
there have been calls for a shift in perspective. Hamrin et al2 
identified a complex interaction between patients, staff, 
and ward culture, and introduced a virtue ethic perspective 
moving away from a focus on rules and principles to refocus 
on relational competence within a culture characterized by 
relational ethics. Cutcliffe and Riahi14,15 proposed a systemic 
perspective, and argued for a more comprehensive under-
standing and conceptualization of aggression in inpatient 
mental health settings. Their systemic model focuses on 
the multidimensionality and complexity of aggression and 
proposes four broad thematic categories related to the client, 
the environment, the health care system, and the clinician. 
They argue for the need to broaden our knowledge related 
to the causes of aggression and violence, in order to gain a 
better systemic understanding of the phenomenon. There 
seems to be an agreement that the aggression phenomenon 
is multidimensional and multifactorial, but the picture 
is still unclear concerning how the complex interplay of 
variables operates and their respective impact. Alongside 
the overemphasis on individual patient factors, especially 
psychopathology, in theories and models of aggression in 
mental health settings, there is a real lack of user involvement 
in identifying relevant factors. These two issues go hand-in-
hand. Staff and professional researchers will tend to see the 
world in a particular way, and thus are likely to be more or 
less ignorant of how service users experience the world. When 
explanations of staff and patients for aggression are directly 
compared, they differ significantly in certain ways.6 Models 
of aggression must draw on the experience of both staff and 
service users if they are going to be comprehensive and form 
the basis of effective interventions. This will be in line with 
international guidance, which recommends the involvement 
of users and the inclusion of the users’ perspective and knowl-
edge in research and treatment.16,17 Despite a relatively sparse 
body of research literature concerning the users’ experiences 
of violence and aggression, our initial scoping searches 
indicated that sufficient studies have been undertaken to 
warrant a systematic review of the findings. This paper 
reports a formal review of qualitative studies focusing on this 
perspective and provides a synthesis of the findings from the 
individual studies. In the following, the terms “patient” and 
“service user” will be used interchangeably.
Research question
The research question that guided the review was the 
following: What is known about service users’ experiences 
of aggressive situations in mental health care settings? In 
particular, what are the service users’ experiences of and 
views on 1) conditions contributing to aggressive situations 
in mental health care and 2) effective preventative strategies 
in these situations?
Methods
Methods for systematic reviewing of qualitative research 
are still emerging, and no consensus exists yet regarding its 
correct execution.18 Critics claim that qualitative research 
is epistemologically specific to a particular context, time, 
and group of participants, and therefore is unsuitable to 
be decontextualized through extraction and synthesis in a 
systematic review.19 However, excluding qualitative research 
in this way from formal reviews prevents its inclusion in 
evidence-based policy and practice development. This is 
highly undesirable, and so there is a growing interest in how 
to synthesize this type of research without violating its basic 
principles.20 One approach which attempts this is thematic 
synthesis,18 and we applied a modified version of this method 
to conduct a synthesis of qualitative studies relevant to the 
review questions.
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Searching
A comprehensive search strategy was developed to identify 
relevant studies and was applied to the following databases: 
MEDLINE/PubMed, PsycINFO, Embase, CINAHL, and 
Ovid Nursing Database for the period from their inception to 
October 2014. We used indexed terms and subject headings as 
well as free-text-word searches across four key concepts related 
to the review question, combined in various ways according to 
the requirements of each database. The following keywords 
and their synonyms were used with truncated wildcards where 
appropriate: “Service user” (“Patient”, “mentally ill”, “mental 
disorder”, “service user”) AND “Experience” (“Perspective”, 
“Experience”, “View”, “Attitude”, “Opinion”) AND “Aggres-
sion” (“Violence”, “Aggressive behaviour”, “Assault”, “Physi-
cal aggression”, “Verbal aggression”, “Threat”, “Difficult 
behaviour”) AND “Mental health service” (“Mental hospital”, 
“Psychiatric hospital”, “Psychiatric ward”, “Psychiatric unit”, 
“Mental health care”, “Mental health service”). Papers were 
selected for full-text review by one researcher (CBG) based 
on scrutiny of the title or title and abstract against the inclu-
sion criteria. Three researchers (CBG, TMO, and SV) then 
independently screened the full text of eligible papers (n=65) 
based on the inclusion criteria. Disagreements on inclusion 
were resolved though discussion, and where necessary, arbitra-
tion by the third reviewer. In addition to the electronic search, 
reference lists of relevant articles and books produced by the 
search were screened.
inclusion and exclusion criteria
Our inclusion criteria were based on the aim of the review 
rather than on a specific qualitative methodology or study 
design.21 All studies with an aim to qualitatively explore and/or 
report on service users’ experiences or views of aggressive 
situations in mental health care settings were eligible. We 
included qualitative parts of mixed method studies, and also 
studies using structured questionnaires if these allowed the 
respondents to relate their experiences in an open-ended way. 
To be included, a study had to be qualitative and 1) have a 
population consisting of adult service users, 2) have a main 
focus on aggressive situations, 3) provide original qualitative 
data and 4) in English in a peer-reviewed journal. Articles were 
excluded if the topic was a minor part of the study focus or if 
they reported solely on the management rather than prevention 
of aggressive situations, that is, use of coercion.
Quality assessment
Evaluating the quality of primary research studies in a 
systematic review is complex and controversial as there is 
no accepted gold standard approach.20,22,23 Nevertheless, we 
wanted to evaluate the quality of each study in order to avoid 
drawing unreliable conclusions.18 Each included study was 
assessed by using the Critical Appraisal Skills Programme 
(CASP) checklist for purely qualitative studies, or where 
appropriate, the Mixed Methods Appraisal Tool (MMAT).24,25 
Two researchers (TMO and CBG) independently assessed the 
quality of the included studies using one of these checklists; 
any disagreement between the reviewers was discussed until 
consensus was reached.
Data extraction
Decisions on what constitutes data for analysis are also less 
straightforward in qualitative reviews. Thomas and Harden18 
extracted the entire text of the findings section in each included 
study (but nothing else) and subjected this text to thematic 
analysis. However, qualitative reports are complicated because 
they do not always obviously separate the study findings 
from the researchers’ interpretation of the findings.18,19 We 
firstly therefore closely read the whole paper to get an overall 
impression of it and to make sure that we did not miss relevant 
data written elsewhere than in the results or findings section of 
the paper. We then conducted a preliminary extraction of data 
based on the main review question: service users’ experiences, 
which directed us to focus on any text in the entire paper, which 
reported basic study characteristics, aspects of the method, or 
the concept of service user’s experiences, or views on aggres-
sive situations. Two researchers (CBG and TMO) extracted 
this data from the included studies. Finally, we extracted all 
sections referring to the patients’ views or experiences, either 
in the form of quotations from the patients themselves or in 
the form of the author commenting upon patients’ views or 
experiences with or without reference to quotations (ie, patients 
freely used the word “punishment”). Extracted text was pasted 
into a self-made matrix for analysis and synthesis.
Data synthesis
The studies were analyzed and synthesized using Thomas and 
Harden’s thematic synthesis approach18 with some modifications. 
The first step in the original approach involves free line-by-line 
coding, but our first step involved free coding of meaning units, 
defined as a text fragment containing any information about 
the research question. This could be a line, but it could also be 
whole sentences. Our second and third steps followed Thomas 
and Harden’s approach specifically, that is, organization of free 
codes into related areas to construct descriptive themes which 
largely reflect the findings of the original studies, and then the 
development of analytical themes. To answer the sub-questions, 
 
Jo
ur
na
l o
f M
ul
tid
isc
ip
lin
ar
y 
He
al
th
ca
re
 d
ow
nl
oa
de
d 
fro
m
 h
ttp
s:
//w
ww
.d
ov
ep
re
ss
.c
om
/ b
y 
12
9.
24
1.
23
0.
75
 o
n 
26
-N
ov
-2
01
9
Fo
r p
er
so
na
l u
se
 o
nl
y.
Powered by TCPDF (www.tcpdf.org)
                               1 / 1
Journal of Multidisciplinary Healthcare 2015:8submit your manuscript | www.dovepress.com
Dovepress 
Dovepress
452
Gudde et al
we developed codes about the users’ opinions of factors that 
contribute to development of aggressive situations, that is, 
strong and hierarchical rules and various examples of not being 
met from the staff with respect, and what could be effective 
preventive strategies in these situations, that is, being met with 
real dialogues, respect, and sensitivity.
These analytical themes aimed to go beyond the primary 
studies by generating new interpretive constructs capturing 
service users’ experiences and understanding of aggressive 
situations in general.
Results
Selection of studies
Figure 1 outlines the search and selection strategy adopted.
Details regarding MMAT and CASP assessment criteria 
and scores for each study are presented in Table 1.
Study demographics
A total of 13 publications were included in the review which 
had been conducted in five countries: UK (n=6), USA (n=2), 
Australia (n=2), Sweden (n=2), and Canada (n=1). The stud-
ies were published between 1995 and 2007, with just over 
half published between 2003 and 2006 (n=8). They were 
predominantly purely qualitative in design (n=10), although 
three used mixed methods. One study reported on qualitative 
data gathered in the course of a 3-year ethnographic study, 
and accordingly, it was not possible to identify the sample 
size.26 Information about the nature of the mental health 
service and definitions of the type of psychiatric ward varied 
across the studies, but both forensic and non-forensic psy-
chiatric settings were included. Nine of the studies reported 
only from non-forensic settings,6,26–33 two studies were from 
medium-secure/high-secure forensic settings,7,9 and one had 
respondents from both forensic and non-forensic settings.34 In 
one study, the patients’ experiences were not related to a spe-
cific ward or unit but examined general experiences from an 
earlier hospitalization.8 Details of study characteristics, aim, 
design, methods, and key findings are provided in Table 2.
Thematic analysis of service  
users’ experiences and views  
of aggressive situations
Patients had a broad definition of what constituted aggres-
sive and violent incidents including both conflicts with 
other patients7–9,26 and staff aggression toward patients.8 In 
terms of the users’ experiences and views of conditions that 
contributed to aggression factors that might help to prevent 
the development of aggressive incidents, five descriptive 
Records identified through
database searches (n=6,068)
PubMed: 1,582, PsycINFO: 3,376
Ovid Nursing Database: 631,
Embase: 437, CINAHL: 42
Additional records
identified through
other sources (n=14)
Records screened (n=5,566)
Retained after title and abstract
review (n=65)
Retained after full-text
review (n=13)
Final sample (n=13)
Excluded after full-text
review (n=52), main reason:
setting, participants, lack of
user perspective, topic
outside scope, or quantitative
methodology
Excluded after title (n=5,082)
and abstract (n=419) review,
main reasons: participants,
setting, or topic
Excluded duplicates (n=516)
Figure 1 Search and selection strategy.
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themes were identified: i) themselves as unstable and  lacking 
control, ii) being behind locked doors – isolated and fright-
ened, iii) being in need of protection and stimulation through 
meaningful activities, iv) feeling powerless and ignored, 
and v) in need of a caring relationship with trained staff. 
Further development then yielded three analytical themes 
which are discussed below: i) being in an unstable mental 
condition – self-protective strategies, ii) experiencing the 
ward as custody rather than care, and iii) user involvement 
to prevent violence based on early intervention and real 
dialogue. The findings are structured below according to 
these analytic themes, along with the descriptive themes. The 
themes overlapped with each other somewhat in an ongoing 
circular process.
Being in an unstable mental condition – 
self-protective strategies
Themselves as unstable and in lack of control
Some articles presented findings that showed patients’ 
awareness of how their mental symptoms were one of the 
conditions that was important in making them feel upset 
prior to the aggressive incident. The patients referred to 
being “in the acute stage”, being manic or desperate, and 
hearing voices or experiencing delusions.29,30,32,33 Other emo-
tions frequently described as precursors were frustration, 
irritability, anger, and feeling unsafe or anxious.28,30,32,34 In 
some studies, these feelings related to reactivation of earlier 
negative experiences.28,32 In several studies, patients talked 
about being unstable and feeling a sense of being out of 
control in themselves and that it took little to get them out of 
balance.7,9,29,31 Some patients experienced a sense of being in 
control, but only up to a certain point, and some expressed the 
view that they felt able to control the degree or intensity of 
their aggressive behavior to a certain extent.9,31 Further, some 
patients felt that demands from the staff for them to control 
their emotions in order to maintain peace and structure on the 
ward were unrealistic and unachievable.7 Useful strategies to 
keep emotions under control were to actively seek out staff 
for support or to use a combination of diverting strategies, for 
example, reading, drawing, or physical activity, avoiding dif-
ficult situations, or withdrawal.31,32 Patients highlighted how 
they had given the staff warnings about potential aggression 
or showed clear signals of distress over a long period without 
receiving any interventions, leaving them with feelings of 
not being taken seriously, ignored, or being misinterpreted 
as uncooperative.8,29,33,34
It is not actual violence but, … the precursor, the thing 
that leads up to it … the things that can go on for weeks 
and weeks … has nothing to do with aggression … are just 
pushed aside.8
experiencing the ward as custody  
rather than care
Patients’ feelings of being out of control were frequently 
made worse by an environment characterized by unpre-
dictability, insecurity, and oppressiveness, and individual 
protective strategies were difficult to use for many or were 
ineffective in an environment characterized by closed doors, 
lack of available staff, and general turbulence on the ward.
In most of the included studies, the patients empha-
sized characteristics of the ward environment as factors 
that might contribute to the development of aggressive 
events.6–9,26,27,29–31,33,34 The atmosphere created by the negative 
ward structures sometimes felt custodial rather than caring.
Behind locked doors – feeling isolated and frightened
The ward environment was frequently described negatively, 
especially in terms of being busy, turbulent, overcrowded, 
and noisy with a stressful and unpredictable atmosphere. 
Participants in several studies perceived the ward as an 
Table 1 Quality assessment of included studies
Qualitative studies CASP qualitative quality criteria 
meta
A B C D E F G H I J
Bensley et al (1995)27          
Benson et al (2003)28          
Bonner et al (2002)29          
Carlsson et al (2006)34          
Hinsby and Baker (2004)7          
Johnson et al (1997)31          
Johnson and Delaney (2007)32          
Kumar et al (2001)8          
Meehan et al (2006)9          
Quirk et al (2004)26          
Mixed method studies MMAT quality criteria metb
1 2 3 4
Duxbury and whittington (2005)6    
ilkiw-Lavalle and Grenyer (2003)30    
Omerov et al (2004)33    
Notes: Symbols: , yes; , no/cannot tell. aCASP qualitative studies: A: aims clearly 
stated; B: appropriate methodology; C: appropriate design to address the aims of 
the research; D: appropriate recruitment strategy; e: data collected in a way that 
addressed the research issue; F: adequate consideration of relationship between 
researcher and participants; G: consideration of ethical issues; H: sufficiently 
rigorousness in data analysis; I: findings clearly stated; J: consideration of relevance 
and transferability of the research; bMMAT (mixed method studies): 1: relevant 
design; 2: relevant integration of data; 3: appropriate considerations; 4: appropriate 
criteria for qualitative/quantitative components.
Abbreviations: CASP, Critical Appraisal Skills Programme; MMAT, Mixed Methods 
Appraisal Tool.
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User experiences of aggressive situations in mental health care
unsafe and frightening place causing feelings of anxiety 
for them.9,26,27,29 This was alongside other factors, such as a 
concentration of numerous patients with different kinds of 
behavioral difficulties in one place,8,9,26,29,31 which left few 
opportunities to develop social relationships.26 Frequent 
provocations and disagreements between patients were men-
tioned, particularly regarding money, smoking, and music 
and TV choices. Some users described an unpredictable and 
hostile environment characterized by intimidation, bullying, 
lack of communication, and misapprehension between users 
who did not like each other.26,27,30,31 It was perceived to be 
particularly difficult when patients with a drug problem 
were resident on the ward and particularly insecure when 
fellow patients took control of the ward without intervention 
from staff.26 Furthermore, patients encountered difficult 
and sometimes dangerous and impulsive fellow patients 
who caused tension among patients and between patients 
and staff.9 Restricted permission to leave in combination 
with overcrowding and lack of privacy and space on the 
ward was highlighted as significant, in addition to limited 
opportunities to withdraw in order to get a break from all that 
took place on the ward.9,26,27,30,31 The hierarchical structure 
that characterized the ward was another factor that contrib-
uted to these aggressive incidents.6,27,30,31,34 The system was 
perceived as ambiguous with elements of both care and 
control, and the environment was described as over-reliant 
on coercion with a major focus on safety and control.7 Petty 
or unreasonable restrictions placed upon the patients were 
frequently mentioned, especially denial of minor everyday 
requests, for example, use of a telephone, cigarettes, or a cup 
of coffee outside the scheduled times. Further, withdrawal 
of ward privileges and freedom, for no apparent reason, was 
also seen as an antecedent of aggressive behavior.9,29,31,33,34 
Rules that were perceived as incomprehensible, for example, 
a common bedtime for all on the ward,7 and unfair were 
emphasized as triggering factors to aggression, especially 
if vaguely communicated.27,29 Some of the daily procedures, 
like standing in a queue outside the nurses’ office waiting 
for medicine, were interpreted as humiliating.9 Respondents 
were concerned about rigidity, lack of flexibility, and the 
absence of explanations when enforcing rules.7,9,27,34 Some 
stated that it was not necessarily the rules themselves that 
were the problem, rather the way they were enforced and 
communicated to the patients.
They may be saying exactly the same thing as the other 
nurse, saying, “No, you can’t do this, do that” but it is in 
the way it is said, and the reasons for it are given.7
Thus, the combination of being separated from general 
society, confined behind locked doors in a turbulent and 
frightening environment, and thus being unable to leave 
the hospital was perceived as a heavy burden. Some even 
mentioned self-discharge or absconding as alternatives to 
avoid risky situations.26
in need of protection and stimulation  
through meaningful activities
One study reported in detail patients’ strategies to reduce 
the sense of being at risk from fellow patients.26 Strategies 
mentioned were to seek protection from staff, particularly 
those who they knew well and who had taken the patient’s 
experiences and worry seriously in the past. Further, strategies 
involved avoidance and withdrawal from risky situations and 
threatening patients, and identification of safe places for 
withdrawal on the ward. The TV room was preferred to the 
smoking area for withdrawal, as the latter was perceived as 
an unsafe place with a lot of friction, especially when the 
staff was absent.
The experience of being on the ward was in some of the 
studies characterized by a feeling of boredom and enforced 
idleness. Lack of stimulation and meaningful activities was 
mentioned as a source of frustration and aggression, and 
respondents in the studies were concerned about opportunities 
for meaningful activities which would counteract boredom 
and inactivity.9,26,27 In one study, patients expressed frustra-
tion at being forced to wait for scheduled activities that in the 
end were canceled and expressed the opinion that a regular 
and reliable daily program of activities, including physical 
activity and access to outdoor facilities, would have prevented 
aggression.9
I think boredom is the biggest problem in here. If you are not 
busy doing something, you are just sitting around smoking 
all the time, if you are doing something it is better, that would 
prevent anger I think. Something worthwhile … maybe we 
need to dig up the garden or something like that.9
Feeling powerless and ignored – in need  
of a caring relationship with a trained staff
The way the staff acted toward the patients could either 
provoke or prevent the occurrence of aggressive situa-
tions.6,8,9,26–31,33,34 Experiences of not being understood, 
misinterpreted, and ignored by the staff were especially pro-
voking.8,9,29,31,34 In two studies, the patients referred to staff 
as being absent and detached, sitting behind locked doors in 
their office or in a glass cage, while patients were left alone 
with restricted possibilities for communication and natural 
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interaction.8,34 The perceived absence or avoidance of staff 
was experienced as representing a lack of understanding of 
the patients’ distress at being left alone in stressful, turbulent, 
and insecure environments. Communication with nurses was 
frequently described as one-sided, contradictory, argumenta-
tive, hard, poor, or totally lacking, characterized by a lack 
of respect and insufficient understanding of the patient’s 
problems.6,9,27,29,30,34
I got angry because they wouldn’t listen to what I was trying 
to tell them. Telling them that I needed help, wanted to hurt 
myself … it was horrible, I never want it to happen again.29
Patients experienced a lack of empathy and care from 
staff,6,9,28,34 who were felt to be unsupportive, insensitive, and 
unresponsive, and interactions were perceived to be disre-
spectful, unwarranted, and sometimes humiliating.8,27,30,33,34 
Patients in two studies stated that staff did not show any 
genuine interest in the patients as human beings but simply 
restricted their role to being a professional doing their job.28,34 
In one study, the patients experienced a feeling of ignorance 
and that led to a sense of inner violation with a feeling of 
not being worthy of the presence of the carer. The experience 
of violation directed to the patient as a human being could 
trigger a violent encounter.34 Such events might be perceived 
as a possibility to experience empowerment but was rooted 
in a feeling of powerlessness.31,33
User involvement based on early 
intervention and real dialogue
Patients had a need for real dialogue with staff, including the 
opportunity to express their feelings to carers who respected 
these feelings. Training and education of the staff was 
emphasized as fundamental to improving bad and patronizing 
attitudes among the staff. Important areas of staff training 
and education mentioned were defusing tension and perfor-
mance of care rather than custody.8,9 Increased knowledge 
and ability among staff in order to distinguish verbal and 
nonverbal aggression and to allow normal reactions and to 
show feelings without overreaction were highlighted.8,34 In 
one of the studies, patients highlighted staff qualities like 
being engaged, understanding, and warm, and showing a 
sincere, straightforward, and unfeigned engagement, like the 
respect a carer shows toward another ordinary human being 
who is not a patient.34 In another study, patients preferred 
less reliance on agency nurses and other nonpermanent staff 
in order to increase the proportion of permanent staff and 
supported involving users in both training and  education 
of staff as well as in staff recruitment.8 Respondents in the 
studies expressed a desire to talk about the incident, and to 
be asked what they felt and why they acted as they did.8,9,29,34 
The sense of being violated could remain after an aggressive 
situation with patients experiencing strong emotions like 
being embarrassed, scared, and feeling empty and insignifi-
cant afterward.29,34
Further, patients called for greater use of early inter-
ventions, and more sensitivity and proactivity from staff, 
particularly when responding to problematic events and 
warning signs. Staff should be able to listen to and negotiate 
with the patients in order to calm down the situation.8,9,30,34 
Furthermore, some wanted access to the formal reports 
submitted by staff about the aggressive event, and to have the 
opportunity to clear up any misunderstanding and/or give 
their own version of the incident. They emphasized the value 
of talking with aggressive patients and witnesses soon after 
the incident, in order to clarify exactly what happened and 
to contribute to avoiding future incidents.9,29
Talk it through with them first to figure out exactly what 
has happened, you can’t throw them into seclusion without 
first talking to them. I think it is good to have the staff to 
sort of calm the situation down first off … but you have got 
to help those two that have been in that situation otherwise 
it will happen again.9
Discussion
Findings from this review illustrate that users recognize that 
the conditions that contribute to aggressive situations involve 
a combination of their own mental ill-health, an overload 
of negative structures, and a lack of positive structures in 
the treatment environment. Many described themselves 
as emotionally unstable at the time of an aggressive event 
while proactively struggling to protect themselves against 
provocations in the environment from both fellow patients 
and staff. They could not escape the negative situations 
being felt trapped behind locked doors, leading to a sense of 
being in custody rather than care. They felt that they tried to 
signal their distress and need for protection and support to 
staff but did not get adequate responses, leading to feelings 
of being ignored. These findings and relevant literature will 
be further discussed below around three central themes: 
1) feeling ignored as a human being in custody rather than 
in care, 2) aggressive behavior as a kind of self-defending 
strategy, and 3) user involvement as a possible preventative 
strategy.
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User experiences of aggressive situations in mental health care
Feeling ignored as a human being  
in custody rather than in care
It is well known from both the literature35 and practice that 
users with mental health problems can have an individual 
vulnerability based on congenital and/or environmental 
factors which becomes operative when exposed to certain 
current triggers or stressors in the environment. This 
knowledge is an important background for understanding the 
individual patients’ vulnerability and sensitivity in specific 
situations and interactions. Psychiatric patients generally 
do not behave aggressively, but certain people are prone to 
aggressive behavior in specific situations and relationships.36 
The findings from the current review are consistent with 
this view. A psychiatric ward can be a highly provoking and 
aversive place to be forced to inhabit, and mental illness 
is neither necessary nor sufficient to explain aggressive 
incidents that occur upon them. Users highlighted feeling 
trapped in an environment based on a strict hierarchy and 
rigid rules for behavior with an impoverished atmosphere 
lacking access to meaningful activities and supportive rela-
tionships with the staff. They often felt that the staff did not 
give them a sense of predictability or safety in this environ-
ment, when such predictability might help in preventing 
outbreaks of aggressive behavior. International literature 
also indicates that a good treatment milieu is best achieved 
with a stable and experienced staff group, clear leadership, 
clearly structured staff roles, and predictable, meaningful 
activities for patients.15 Recent studies also reemphasize the 
importance of being met with respect from the therapist as 
a central condition for therapeutic growth. The sensitivity 
of the therapist is as fundamentally important as the other 
core skills values and skills of trust, empathy, support, 
authenticity, and nonjudgmental feedback.34,37–40 When these 
conditions are missing, the users’ experience tends to be one 
of custody rather than the care they were supposed to receive. 
It is also clear that feelings of powerlessness39 and being 
invaded39,41 are created when care systems exclusively aim to 
control patients, or where patients themselves feel deprived 
of control or the ability to act constructively by ward prac-
tices. Users’ suggested strategies for aggression prevention 
in this review are also concentrated mainly around improve-
ments in the environment and in the relationship between 
users and staff, with a particular plea that the staff act more 
proactively and intervene earlier before situations can 
escalate. Numerous studies have highlighted a connection 
between unmet patient requests, controlling staff behavior 
and aggressive incidents.39,42,43 This connection is common 
sense when explaining aggression in other settings but needs 
to be constantly reiterated when discussing aggression in 
the context of mental illness where the illness aspect tends 
to override any awareness of environmental triggers. A 
sense of limited autonomy stands out as an important factor 
at both a structural level, for example, locked doors and 
smoking restrictions, and at an individual or relational level, 
for example, a sense of inconsistency in the application of 
ward rules and the way that rules are communicated to the 
patients.2,17,43 The consequence of this is that patients do not 
have a sense of protection or support. On the contrary, they 
feel their care needs are ignored or not met in a respectful 
way, leading to an experience of violation of their own iden-
tity as a human being. The findings from the current review 
also reveal that patients in a vulnerable mental state, locked 
in an environment very different from their daily life, might 
end up feeling threatened, violated, and frightened at the 
very time when they are in need of care and support. When 
patients described how both their mental illness and the treat-
ment environment they are in can induce anxiety, attempts 
at self-care through a struggle to gain control in interaction 
with other patients or staff, and thus, to protect self-esteem 
and self-respect, can be seen as a natural act.
Aggression as self-defense
One of the articles in the review by Carlsson et al34 reported 
that for the patients, the worst aspect of degrading treatment 
is the experience of inner violation as a human being with a 
feeling of being totally ignored and without dignity, and may 
lead to an urge for self-defense, sometimes in aggressive 
and violent ways. Coleman et al44 assert that the experience 
of violation is one of the strongest and most intense human 
emotions, rooted in earlier experiences of trauma, and created 
by social norms and rules in, for example, families and 
societies. The violation forms the framework of how we act 
in similar situations of powerlessness.44 This might also give 
support to Winstanley’s cognitive model of patient aggression 
in which what staff perceive as aggression is intended by 
patients as an act of self-defense against perceived attack. 
According to this model, staff behavior is perceived as threat-
ening rather than caring, and the consequent anxiety might 
evoke an aggressive response.12 The feeling of being ignored 
is very hard to live with and might trigger aggressive actions. 
Service user’s aggressive behavior in this context therefore 
can be understood as a self-defense based on a feeling of 
being totally ignored. When one’s identity as a human being 
is threatened, primal defensive actions and self-defense might 
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be experienced as a form of empowerment in order to regain 
control over one’s environment. Although this is not a posi-
tive strategy, it is comprehensible as a strategy to preserve 
the individual’s self-esteem and self-respect in a situation of 
felt powerlessness.45
Dynamic user involvement in preventing 
aggressive situations – a possible strategy?
An important finding in this review is the users’ views on 
the connection between their own unstable condition and 
aggressive situations, and their argument that user involve-
ment in decision making might be preventive or enable more 
effective handling of such situations. Some users gave clear 
examples of how they tried to solve situations, giving signals 
and warnings to staff of potential problems, without these 
being recognized. They believed that preventive actions have 
to be based on good contact and dialogue with trained staff, 
which they know well, and can relate to and interact with 
confidently. Many studies also highlight the need for training 
and preparation in communication and interpersonal skills.39 
Research also shows that user involvement is found to be dif-
ficult to practice in mental health, due to disability, illness, 
lack of user confidence, some staff resistance, and traditional 
professional roles.16 Oeye et al46 highlight the challenges 
including tensions between implementing individual user par-
ticipation and maintenance of collective “house rules”, and 
difficulties establishing equal relationships within the hier-
archical hospital structure. The development of user involve-
ment and patient autonomy seems to have been even slower 
in forensic settings because of the safety and security needs 
of patients, staff, and society.47 Users in the present review 
reported strong emotions in the aftermath of incidents, and 
again expressed a need for dialogue. They believed that user 
involvement both prior to and after an aggressive episode, for 
example, various types of debriefing or post-incident reviews, 
would probably have a preventive effect on future events. The 
process of debriefing functions as a way of both establishing 
agreed facts about what really happened and being a forum 
for provision of emotional support.48 According to Bonner 
and Wellmann,49 there is a growing research base indicating 
that aggressive incidents can lead to serious psychologi-
cal impact on patients and staff, and thus, there is a clear 
need for post-incident support for both parties.  Currently, 
there is little research or guidance concerning the recom-
mended content and structure of such support. It remains 
important to ensure a structured process for all involved 
and to include users in framing the process, at individual, 
service, and system levels. One important approach to 
user involvement is an implementation of individualized 
violence risk management strategies that invite patients to 
contribute their knowledge concerning their own personal 
specific warning signs and interactional vulnerabilities. If 
patients have warning signs that are of an intrapsychologi-
cal nature, for example, particular thoughts, these signs will 
be inaccessible to nurses’ observations without behavioral 
expression. If user involvement and cooperation can be 
developed, important information can be added to treatment 
and risk management plans.1 The Early Recognition Method 
(ERM) aims to improve collaboration between nurses and 
patients to prevent aggression in forensic psychiatric care, 
and there is evidence that a focus on early signs of aggression 
identified in cooperation with patients led to a significant 
decrease in inpatient incidents.50 The ERM protocol helps 
to embed risk management into clinical practice and thereby 
supports staff and patients in working together to prevent 
aggression and violence. This again reiterates the need for 
a stronger focus on user involvement and patient participa-
tion in inpatient mental health settings to prevent aggressive 
incidents.
Study limitations and strengths
The present review is comprehensive and applies a  rigorous 
methodology to summarize evidence in an important but 
complex area. It is limited by the relatively low quality of 
some of the included studies. Despite this limitation, we 
included the lower quality studies due to the small number of 
available papers on the topic and the lack of a clear consensus 
on defining quality in this type of research. The exclusion of 
studies not published in English may have contributed to a 
selection bias as services and issues will be different in non-
English-speaking countries and additional valuable ideas may 
have been gained from these alternative cultures. Some of the 
studies here did not discriminate in a clear way between the 
study results and the discussion; this may have caused some 
confounding of patients’ descriptions and the authors’ inter-
pretation. It is never possible anyway to access the unmediated 
patient’s voice in research texts, since even direct quotes are 
selected and framed by the study authors, but some attempt 
was made here to distinguish between “findings” and “inter-
pretations”. Furthermore, we extracted only those parts of 
the studies that covered the development and prevention of 
aggressive situations, thus avoiding sections where the patient 
might have reported satisfaction regarding support and safe 
treatment conditions. This might lead to a skewed picture in 
the review but is in accordance with the scope and aims set out 
for the study. The inclusion of both forensic and non-forensic 
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wards, of patients’ perspectives independent of diagnosis or 
severity of mental state, and (English-language) studies from 
different cultures and  countries, might lead to difficulties in 
drawing robust  contextual conclusions. However, by focusing 
on the phenomena of the patients’ experiences and perception 
of aggressive situations in  mental health settings, the review 
has provided some  valuable insights.
Conclusion
From a patient perspective, this study highlights the impor-
tance of staffs’ knowledge and skills in communication and 
collaboration with patients to prevent aggressive encounters. 
Therefore, a major ethical requirement and professional 
challenge is to develop relationships with patients based 
on sensitivity, respect, and collaboration. The main conclu-
sion is the absolute need for services to provide a treatment 
environment with opportunities for meaningful activities 
and a preponderance of educated and trained staff who 
work continuously to improve collaborative interaction 
with the patients. International research indicates that staff 
might experience patients’ behavior as both challenging and 
threatening. The intention and solution here is not to blame 
the staff but rather to reemphasize the importance of appro-
priate knowledge development and training in improving 
appreciative and therapeutic interaction with patients. The 
patients clearly articulated important insights gained from 
their experience and expressed a strong desire to be more 
involved in questions regarding how to define, understand, 
prevent, and manage aggressive situations effectively.
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